Moss et al. mention that infants were excluded if they were reclassified as having a diagnosis other than 'NEC', but they make no mention of what those diagnoses were or how they were obtained. SIP most often presents with pneumoperitoneum without pneumatosis and is treated surgically through either a laparotomy or an initial abdominal drain. In patients treated solely with a drain, the diagnosis of SIP is challenging for some investigators. 5 It should also be noted that only 37% of infants in the study had pneumatosis intestinalis and 27% of the 'progressors' who were 2 weeks old or less never received enteral nutrition. Both features suggest that a significant portion of this population might have had SIP with pneumoperitoneum (unfortunately these data are not provided). 4 This large prospectively collected dataset offers a novel opportunity to examine whether the long-term outcomes of SIP and surgical NEC are different (earlier examinations have only been carried out retrospectively); 6 however, this requires a willingness on the part of the investigators to make a distinction between SIP and surgical NEC cases and to carry out continued collection of outcome data.
As we do not believe that this cohort was a sufficiently homogenous population of NEC patients, we are inclined to reject their conclusion that clinical parameters cannot be used to predict NEC progression or severity. The fault may not be in the validity of the hypothesis, but in the study design used to test it. We appreciate the comments of Swanson et al. regarding our findings. They raise the challenging question as to whether premature infants at risk for necrotizing enterocolitis (NEC) with a focal area of perforation have a disease entity that is distinct from NEC. This has long been a subject of debate among physicians caring for such patients. We acknowledge the extensive work by Swanson and colleagues contending that spontaneous intestinal perforation (SIP) is a unique disease entity. Our study was not designed to address this issue.
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Whether or not one views SIP as a unique entity or part of a spectrum of presentation of NEC, the clinical reality is that it cannot be reliably distinguished pre-operatively from more extensive NEC by currently available tests. SIP is commonly defined by the radiographic finding of free intraperitoneal air in the absence of pneumatosis or other bowel abnormalities. In the largest reported prospective evaluation of this question Blakely et al. found that 44% of patients with confirmed extensive NEC at laparotomy presented with free intraperitoneal air in the absence of pneumatosis. 1 In a multicenter clinical trial, Moss et al. found that the presence or absence of pneumatosis did not predict extent of disease or response to therapy. 2 Many patients with intestinal perforation are treated with peritoneal drainage, which does not reveal the extent of disease.
In response to Swanson et al.'s observation that SIP presents with pneumoperitoneum in the absence of pneumatosis or other bowel abnormalities, we identified the subset of 30 subjects in our study who presented in this manner. We excluded these 30 possible SIP patients from the 440 subjects for whom we had complete feeding data. Analysis of data from the remaining 410 subjects showed that the absence of enteral feeding remained a significant risk factor for progression to severe disease (Table 1) .
We appreciate the critique of our study and look forward to further work from our colleagues in determining how infants with limited disease can be distinguished from those with extensive disease. Excluding 'spontaneous intestinal perforation' (n ¼ 410).
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